Many
LGB older adults have been forming long-lasting, intimate same-sex partnerships for all of their adult lives. Although not legally recognized by any state in the United States prior to 1999 (Human Rights Campaign, 2012) , same-sex partnerships have long provided LGB older adults opportunities to share material and emotional resources as well as social networks and direct social support. Within the context of ongoing stigma and public debates, same-sex partnerships enjoy far less universal social and legal sanction than heterosexual marriages (Saad, 2012) . Despite an increasing number of states recently recognizing same-sex marriage, same-sex partnerships in most states have no legal standing, and the legal recognition of those married in one state affords little or no standing in most other states. While the option to cohabitate without marrying is generally available to all heterosexual partners, identifying as part of an unmarried same-sex partnership may reflect a deliberate choice or differential access to state-recognized same-sex partnerships for LGB individuals. Same-sex partnerships may provide similar health benefits as those observed in research on married and cohabiting heterosexuals, or they may be associated with distinct patterns of health.
Currently, it remains unclear whether older adults in same-sex partnerships experience benefits to physical and mental health relative to their single LGB peers. This article reviews the literature regarding health for partnered heterosexuals and LGB individuals and examines these associations in a national sample of LGB older adults. We conclude by considering implications of these findings for health care and future research to address the role that same-sex partnerships may play in supporting the health of LGB older adults and their communities.
LITERATURE REVIEW AND THEORETICAL FRAMEWORKS

Same-Sex Partnerships and Health
Researchers have amassed a large body of evidence, documenting that heterosexual adults experience positive health outcomes associated with being married and cohabiting (Waite, 1995; Gallagher & Waite, 2000; Ross, Mirowsky, & Goldsteen, 1990; Manzoli, Villari, Pirone, & Boccia, 2007) . Mortality is lower for married and cohabiting adults when compared with single, divorced, and widowed peers (Hu & Goldman, 1990; Coombs, 1991; King & Reis, 2012; Idler, Boulifard, & Contrada, 2012; Blomgren, Martikainen, Grundy, & Koskinen, 2012) . Married and cohabiting adults report better physical health (Prior & Hayes, 2003; Waldron, Hughes, & Brooks, 1996; Pienta, Hayward, & Jenkins, 2000; Coombs, 1991) and mental health (Williams, 2003; Simon, 2002; Frech & Williams, 2007; Sherbourne & Hayes, 1990; Coombs, 1991) when compared with unmarried adults living alone. Many researchers have shown that having an intimate partner, whether married or unmarried, is consistently accompanied by better health outcomes.
When looking specifically at older adults, researchers have similarly found better health associated with having a partner. Married and cohabiting older adults live longer than unmarried peers who live alone (Manzoli et al., 2007; Scafato et al., 2008; Tower, Stanislav, & Darefsky, 2002; Goldman, Korenman, & Weinstein, 1995) . Marriage and cohabitation are associated with better physical health and functional ability among older adults (Goldman et al., 1995; Schoenborn & Heyman, 2009 ). Henderson, Scott, and Kay (1986) found that cohabiting older adults reported lower frequency of depressive symptoms. In contrast, Wu, Shimmele & Chappell (2012) reported that married and cohabiting older adults were significantly more likely to meet criteria for major depressive disorder than single, older adults. Most research, however, has found that married and cohabiting older adults fare better on multiple measures of physical and mental health than their single peers.
In contrast to the extensive literature on heterosexuals, the scholarship concerning the associations between health and same-sex partnerships is much more limited. There have been relatively few sources of data on same-sex partnerships, and research examining associations between partnership status and health among LGB older adults has had to rely on relatively small samples as compared to the extensive scholarship on heterosexuals, thus limiting their power to detect significant differences. A few studies report that having a same-sex partner is associated with measures of general health, depression, stress, and happiness when compared to single LGB adult peers in general (Wienke & Hill, 2009; Riggle, Rostosky & Horne, 2010; Wight, LeBlanc, de Vries, & Detels, 2012; Wight, LeBlanc, & Badgett, 2013; Grossman, D'Augelli, & O'Connell, 2001) . Specifically among LGB older adults, those partnered report fewer depressive symptoms (Wight et al., 2012) , less loneliness, and better general mental health than LGB older adults living alone (Grossman et al., 2001) . The development of scholarship on same-sex partnerships and the health of LGB older adults is at an early stage of development, but initial evidence suggests that, like heterosexual older adults, they may experience health benefits from having an intimate partner.
Theory
Social Integration Theory proposes that identification with and participation in stable social structures reduce isolation, protect health, and regulate the health behaviors of individuals (Durkheim, 1951) . Socially recognized roles, such as being married or partnered, provide purpose and meaning to life, which promote overall health and psychological well-being (Thoits, 1983; Kobrin & Hendershot, 1977) . Socially endorsed family forms incorporate individuals into systems of support and mutual obligation that lead to conformity with priorities and behaviors that reduce health risks (Gove, 1972) . Transitioning into social roles with greater symbolic commitment (e.g., from single to dating or dating to partnered) reflects more socially integrated relational ties along a hierarchy of statuses that increase psychological health and well-being for individuals (Dush & Amato, 2005) . Natale and Miller-Cribbs (2012) argue that there are hierarchies of relationship statuses for LGB adults today. Levels of social stigma and acceptance differentiate LGB relationship statuses. Marriages reflect the most socially integrated relationship status, followed by civil unions, domestic partnerships, designated beneficiaries, cohabiters, and singles. Both the social provision of these hierarchical statuses and the individual endorsement of available statuses reflect levels of social integration for LGB individuals. Consistent with Social Integration Theory, LGB adults identifying their relationship status with higher levels of social integration are expected to enjoy better psychological and physical health.
Relationship researchers have theorized that benefits of more socially integrated relationship statuses accrue over time, and in several studies relationship duration has been positively associated with better health outcomes (Meadows, 2009; DuPre & Meadows, 2007; Lillard & Waite, 1995; Gibb, Fergusson, & Horwood, 2011) . Whether a similar cumulative advantage pertaining to relationship duration occurs for LGB older adults has yet to be examined.
Based on Social Integration Theory, the current study examines whether LGB older adults who identify as partnered or married experience better health when compared with r 561 single LGB older adults. We hypothesize that same-sex partnerships will be associated with better self-reported general health and fewer depressive symptoms than observed among single LGB older adults. Further, we hypothesize that the duration of same-sex partnerships will be positively associated with self-reported general health and fewer depressive symptoms.
METHODS
Data for this study came from the Caring and Aging with Pride Project (FredriksenGoldsen et al., 2011) , which conducted a cross-sectional survey in collaboration with 11 community agencies that provide services to LGBT older adults. The agencies were located in the Northeast, Midwest, and west of the United States. Surveys were distributed using the agencies' mailing lists to LGBT adults 50 years of age and older. Some of the agencies maintain only electronic mailing lists, and therefore a web-based version of the survey was also provided as an optional method of response. Agencies delivered an introductory explanation of the nature and purpose of the survey prior to its distribution, and informed consent was obtained by providing a summary of rights and potential risks and benefits to prospective respondents who received the survey.
Respondents answered questions pertaining to physical and mental health, life satisfaction, and background characteristics, including relationship status. Sixty-three percent (n = 2201) of all of the hardcopy surveys distributed were completed. Through the webbased option, an additional 359 electronic surveys were received. The project was unable to verify the number of potential respondents who could have completed the electronic version of the survey, and therefore the response rate for that portion of the surveys is unknown. Including the hardcopy and electronic versions, a total of 2,560 respondents completed the survey. The University of Washington Institutional Review Board approved all of the study procedures.
The Caring and Aging with Pride Project successfully collected responses from an unprecedented large sample of LGB and transgender older adults from across the United States, making this dataset particularly useful for studying within group differences among this small minority of the overall population. The sample included a diverse cross-section based on key demographic characteristics, including sufficient subsamples of bisexual older adults to examine both the effects of gender and the sexual orientation (samesex and bisexual orientations). By including measures on a range of demographic and health variables, this data set presents an opportunity to examine associations between partnership status and the health of LGB older adults.
Consistent with the majority of research on LGB populations (Fredriksen-Goldsen & Muraco, 2010), "older adults" were defined as those 50 years of age and older. In order not to conflate the effects of gender identity and sexual orientation, this analysis excludes respondents who identified as transgender. Respondents who indicated their partnership status, relationship duration, race/ethnicity, education, annual household income, chronic illnesses, age, and gender were included, resulting in a sample of size of 2,150 (Table 1) .
Dependent Variables
A single question from the Medical Outcomes Health Survey (Ware, Kosinski, & Keller, 1994 ) assessed self-reported general health, with six response options ranging from "excellent" to "very poor." Single-item measures of general self-reported health are used extensively in population research and have been found to provide reliable and comparable results across studies (Kempen, 1992; Thombs et al., 2008) . The 10-item Center for Epidemiological Studies Depression Scale-Short Form (CES-D-S; Andersen, Malmgren, Carter, & Patrick, 1994; Radloff, 1977) measured the estimated number of days respondents experienced depressive symptoms in the past week (<1 day, 1-2 days, 3-4 days, 5-7 days). Scores were summed across the 10 symptoms (summed range: 0-30), with higher scores indicating more frequently experienced depressive symptoms. Alpha reliability for the CES-D-S for this sample was 0.87.
Independent Variables
Respondents selected their current partnership status from six options (single, partnered, married, divorced, widowed, or separated). Responses were dichotomized to compare respondents currently in a same-sex partnership (identifying as married or partnered) with those not currently in a relationship (single, divorced, widowed, or separated). Those identifying their current status as partnered or married, were also asked to indicate how long they have been in the relationship. The variable "gender" included the option to identify as female or male.
Additional covariates assessed in this analysis included race (dichotomized as either White or not White) and sexual orientation (dichotomized as lesbian/gay or bisexual). Education was measured using a six-category variable, which was collapsed into three categories for the purpose of this analysis (high school or less, less than 4 years of college, or 4 or more years of college). Similarly, income was measured using a six-category variable, which was collapsed into three categories for the analysis (<$35,000, $35,000-$75,000, >$75,000). Chronic physical illnesses were assessed by asking respondents to indicate if r 563 they had ever been told by a doctor that they had any of 21 chronic health conditions (e.g., asthma), with responses dichotomized for this analysis (less than five physical illnesses or five or more). Chronic mental health, used as a covariate in examining general health, was assessed by asking respondents if they had ever been told by a doctor that they had depression or anxiety, with responses dichotomized (yes/no to depression and/or anxiety).
Analysis
Analyses were conducted using the statistical software Stata version 12. Initial analyses examined bivariate relationships between partnership status and the other independent variables. Preliminary tests for multicollinearity were used to determine that the independent variables were not collinear to any concerning degree. Dependent variables were analyzed for optimal model choice. Ordinal logistic regression was used to examine the six-category general health outcome. Based on the unit of measure and distribution of CES-D-S scores, negative binomial regression was employed to model the count of depressive symptoms. For all analyses, a 0.05 confidence level was chosen a priori to indicate a significant statistical association. Table 1 describes the sample. The average age of respondents was 66.8 years (range: 50-95). Within the sample, 44.2% identified as married or partnered, and married and partnered respondents reported being in their current relationship on average 8.9 years (range: 0-65 years). The majority of respondents were male (64.8%), White (87.4%), and same-sex oriented (94.9%). Most respondents had completed at least 4 years of college (74.3%), reported five or more chronic physical conditions (60.0%), and had not been diagnosed with either depression or anxiety (62.3%).
RESULTS
Partnered LGB older adults were significantly younger than those without partners (Table 1) . Partnered respondents were more likely to be female and White, and they were more often in the highest categories of education and income. Single, older adults were more frequently bisexual compared with those partnered who were more likely lesbian or gay. Single respondents more frequently reported having five or more chronic physical illnesses and depression and/or anxiety.
Ordinal regression results (Table 2) indicate that partnership status was significantly associated with general health when controlling for the other variables. Being partnered was associated with better general health in comparison with not being partnered (Table 3) . Relationship duration was associated with poorer general health, as was having a household income less than $35,000, reporting five or more physical illnesses, and having depression and/or anxiety. Being White was associated with better general health, as was having 4 or more years of college education relative to having a high school education or less. Age, gender, and sexuality were unrelated to general health when controlling for the other variables.
Negative binomial regression results (Table 4) illustrate that being both partnered and older were significantly associated with a lower count of depressive symptoms compared with single LGB older adults, controlling for the other variables (Figure 1 ). Being partnered decreased the expected count of depressive symptoms by 20.8%, holding the other variables constant. Each additional year of age corresponded with a 1.1% decrease in depressive symptoms, controlling for other covariates. Having an annual household income less than $35,000 and being diagnosed with five or more chronic physical illnesses were also significantly associated with more depressive symptoms. Gender, race, relationship duration, and sexual orientation were not associated with depressive symptoms when controlling for the other variables.
DISCUSSION
Consistent with Social Integration Theory, LGB older adults in this sample were significantly more likely to report better general health and fewer depressive symptoms if they r 565 were partnered. When controlling for other demographic characteristics, relationship statuses with greater social integration (partnered or married) were associated with better outcomes. Contrary to findings from some heterosexual samples (Meadows, 2009; DuPre & Meadows, 2007; Lillard & Waite, 1995; Gibb et al., 2011) , there is no evidence of a cumulative advantage to being partnered for LGB older adults. When controlling for age, which was not significantly associated with relationship duration, partnership duration was not significantly associated with better outcomes. Although the current relationships reported by respondents ranged from 0 to 65 years in duration, within this sample, depressive symptoms were not significantly associated with longer lasting relationships. In fact, duration was associated with lower self-reported general health.
Independent variables Depressive symptoms b(SE)
Although this finding contradicts the cumulative advantage observed among many studies of heterosexual samples, it is consistent with some of the research on heterosexuals that also found relationship duration not significantly associated with better health outcomes for older heterosexuals (Pienta et al., 2000) . The lack of a cumulative impact of relationships over time may reflect the diversity of meanings, legal recognition, and social norms associated with same-sex partnerships in contrast to more formally recognized and agreed-upon norms for heterosexuals. Identifying as partnered may reflect more social integration than identifying as single for LGB older adults; however, social stigma and limited public and state recognition likely afford same-sex partners less social integration than their heterosexual counterparts, limiting the cumulative benefits of longer lasting relationships.
Identifying as a member of a same-sex partnership itself may contribute to greater exposure to homophobia and heterosexism in many contexts, the negative consequences of which may nullify the cumulative rewards that might otherwise be observed for longer lasting relationships. The geographic diversity of this sample, including subjects from jurisdictions that explicitly ban legal recognition of same-sex relationships, jurisdictions that simply do not acknowledge them, and jurisdictions that explicitly sanction and provide legal standing to them, may account for a null finding with regard to how relationship duration plays a role in health for LGB older adults.
Limitations
Although the Caring and Aging with Pride Project national survey offers an unprecedented large sample of LGB older adults to study, the nonrandom sampling design limits the ability to generalize findings. LGB older adults who are not connected to service agencies were not sampled. It is not known whether there were systematic differences between those that responded and those that did not respond to the survey. Moreover, the unknown response rate for the portion of respondents who completed the survey online further limits the ability to conclude whether the sample is biased relative to the general population of LGB older adults. The cross-sectional design of the study limits the ability to draw causal inferences between partnership status and health.
Some literature on heterosexual marriage (Pienta et al., 2000; Waldron et al., 2004; Hu & Goldman, 1990) has found a selection effect for the association of health and marriage, whereby healthier adults are more likely to get married and remain longer in marriages than unhealthier adults. Whether the Caring and Aging with Pride Project respondents were healthier before they were partnered or whether being partnered promoted their health consistent with the Social Integration Theory is unknown. Relatively small subsamples of racial and ethnic minority respondents may also make these results underpowered to detect whether important differences between racial and ethnic groups of LGB older adults exist with regard to partnership status and health outcomes. r 567 ranks of older adults among LGB communities. Because partnerships appear to be a health asset for LGB older adults, as they are for heterosexuals, political and policy efforts to publicly sanction same-sex partnerships may have implications for the health of older adults.
The observed relationships between older adult health and depressive symptoms and same-sex partnership status have implications for a wide variety of services provided to older adults. Many LGB older adults report feeling unsafe to identify themselves and their same-sex partners as a couple in their senior living communities (Stein, Beckerman, & Sherman, 2010) . Unlike married heterosexuals, LGB residents in nursing homes are frequently denied the right to reside with their partners (LGBT Movement Advancement Project & SAGE, 2010) . Institutional policies in senior housing and health care facilities that restrict unmarried older adults from cohabiting may not only separate long-term same-sex partners from sharing social, emotional, and financial resources, but they may also have deleterious effects on their general health and depressive symptoms.
Popular recognition and support for same-sex partnerships is quickly growing in the United States (Saad, 2012) , as is the access that same-sex partners have to staterecognized legal statuses (Human Rights Campaign, 2012) . Further research is needed to examine how the dynamic policy environment with regard to the legal standing of same-sex partnerships may have long-term consequences on the health of current and future generations of LGB older adults. If opportunities for legal recognition of same-sex partnerships continue to expand and social acceptance grows, further study of contextual factors such as relationship duration and the exercise of legal rights (e.g., second-parent adoptions, surrogate decision making) may observe changing implications of partnership status for LGB older adults.
Additional research should examine further what factors may explain the unexpected negative association in this sample between relationship duration and general health, controlling for age. Longitudinal studies may better isolate causal relationships linking partnership status and health among LGB older adults, as well as document how dramatic shifts in social policy and public opinion affect their well-being during periods of rapid change in social integration, such as we have experienced within the past decade. Additional studies of the mechanisms linking partnership status and health may also help identify important areas in which both community health practices and institutional changes can promote the health of unpartnered older adults.
